Introduction: Preventive care of Pressure Ulcers have been increasingly enhanced, especially in the care of critically ill patients because they are exposed to intrinsic and extrinsic risk factors to develop them. For the survey of the articles discussing the preventive action of pressure ulcers in critically ill patients, electronic searches were carried out in LILACS, SCIELO, and BDENF.
Introduction
The appearance of pressure ulcers (PU) remains high, despite the technological and scientific advances in the health area. According to a Brazilian study, its incidence varies from 23.1 to 59.5%, especially in patients in intensive care units (ICU) [1] . In this typical scenario for the appearance of lesions, the PU constitutes one of the major skin problems that affect critical patients during hospitalization [2] .
The ICU is characterized as an appropriate hospital area to care for patients who need medical care and continuous nursing, with particular equipment. They are considered critically hospitalized patients because they usually show changes in one or more vital organs at risk or hemodynamic instability, requiring strict controls. Thus, the ICU is a favorable environment for the emergence of PU [3] . Through studies, it is estimated that in Brazil, the incidence of PUs in ICUs have a percentage of 62.5%, 42.6% in medical clinic units and 39.5% in surgical units [4] .
The PU development occurs when the affected area undergoes cell death, so the soft tissue is compressed between a bony prominence and a hard surface for a prolonged period [5] . Researchers in the area say that currently there are many terms to define it: eschar, decubitus ulcer, pressure ulcer or pressure sore. However, the term "ulcer by pressure" is the more appropriate, since it is the pressure exerted on the tissue and bony prominences about the bed, the most important etiological factors for this lesions [6] .
The cause for the emergence of PU happens from two critical etiological determinants, as the duration of the pressure and intensity, added to the tissue tolerance to withstand certain pressure, especially in bony prominences [ 7] . Among the risk factors that corroborate triggering of PU, there are the intrinsic and extrinsic factors.
Referring to intrinsic factors to the patient age, reduced or absent mobility, altered the level of consciousness (sedation), altered nutritional status, anemia, edema, drug vasoconstriction, vascular disorders, fecal and urinary incontinence can be emphasized. As regards the extrinsic factors, from the environment, the most important are: moisture deficit in hygiene, shear sheet, use of orthopedic instruments, fixed probes and catheters inappropriately, incorrect use of physical/chemical agents, types of mattresses, inadequate seating and lack of decubitus change [8, 9] .
Places where Pus are most often, there are sacral region, trochanteric, ischial and iliac spines; knees; ankles; calcaneus; elbows; backbone; occipital and ears region. Such lesions cause additional complications such as impaired self-image and self-esteem of patients, pain, suffering, increases the morbidity and mortality rate, increases the length of stay, the cost of patient care and a huge financial burden on health services [9] .
Thus, it becomes necessary to know the risk factors for the development of PU, as well as clinical evaluation, and the situation of the skin of patients to take preventive measures. The purpose of those measures is to minimize the incidence of these complications to patients in hospitals [10] .
In this sense, the emergence of PU during hospitalization implies a relevant indicator of the quality of care, as stated in MS/GM Decree 529/2013 of the National Patient Safety Program (PNSP). This main objective is to monitor the incidence of PU, and other programs aimed at minimizing them and other health problems [11] .
Given the above and seeking to provide subsidies for the implementation of preventive actions in the context of these injuries, it was idealized to conduct this study with the aim of presenting the contributions of scientific productions for the Prevention of Pressure Ulcers in Intensive Care Units.
Methods
It is a study of an integrative literature review to support the development of preventive actions to critical patients at risk of developing a pressure ulcer.
After delimitation of the topic, the following guiding question was created: "What nursing actions are taken as a preventive measure to the development of Pressure Ulcers in the intensive care unit?". and Caribbean Health Sciences (LILACS), Nursing Databases (BDENF), International Literature in Health Sciences (MEDLINE). To survey studies relevant to the topic, it was used the following Descriptors in Health Sciences (DeCS): Prevention, "Pressure Ulcer", "Nursing" and "Intensive Care Unit".
The following inclusion criteria were adopted: texts published in Portuguese, available online in full in the databases consulted. As exclusion criteria, there were: articles that do not contribute to answering the question proposed in this study.
Data collection occurred through a spreadsheet that included the identification of the article; year of publication; objective; methodology; results; limitations and recommendations of the study. For ease of presentation, analysis and synthesis of data extracted from the articles, they were arranged in synoptic tables. The study took into consideration the ethical aspects, maintaining the authenticity of ideas, concepts and definitions to ensure the authorship of researched articles.
Results
Nine studies were selected, most of them were publications in 2013 (33%) and 2014 (22%). They were distributed in different journals, and magazines of the nursing school USP, Cogitare nursing, and research Magazine: care is fundamental (Online) those that had the highest number of articles, each with two (22%) studies. This information is provided in Table 1 , below. Table 2 . Prevention actions for PU described in the analyzed articles in the integrative literature review. Natal/RN, 2016.
N. Preventive actions Dificulties/Limitations
1 To perform changing positions; to keep pyramidal mattress; implement clinical protocol prevention; to protect the skin and bony prominences; to keep the perineum clean and dry; to moisturize the skin; to daily inspect the skin in search of hyperemia or ischemic points [12] .
Lack of NIC interventions aimed directly at the Nursing Diagnosis (ND) Ulcer Risk by pressure.
2 To change decubitus 2/2h; pyramidal mattress; cleaning the bed; cleaning of the patient; using cushions; skin hydration; application of the Braden Scale (BS); Identification of risk factors [13] .
Applicability of actions during the night shift; lack of adherence to the BS by nurses; lack of nursing prescriptions regarding prevention; actions not carried out according to the BS.
3 Comfort massage after-bath with moisturizer; changing positions 2/2h; mattress egg crate; keeping sheets stretched [14] .
Lack of human resources and material; lack of standardization of the actions. There were preventive nursing actions found aimed at the development of PU in ICU, and the difficulties and limitations in its implementation. To facilitate the presentation, information is shown in Table 2 below.
The nine articles described the UP prevention actions, some similarly as the synoptic table (Table 2 ). The data synthesis in the synoptic tables supported the preparation of the proposed definition of preventive actions in the development of pressure ulcers (Table 3) . 
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N. Preventive actions Dificulties/Limitations
4 To assess the risk in the first 48 hours of admission, according to the BS; to keep clean and dry skin; to treat incontinence; to avoid contact with plastic surfaces; to maintain body temperature between 35.5 and 37; repositioning the patient as decubitus change scheme (clock) 2/2 hours; to request evaluation of physiotherapy when available; to monitor the nutritional status through laboratory tests; to assess nutritional impairment; to use mobile sheets to mobilize the patient; to avoid massages in hyperemia areas with reduced sensitivity; to keep head elevated 3°; to avoid gel or padded boots; to avoid use of foam rings; to apply pads under bone prominences [15] .
Preparation of studies to evaluate the effectiveness of the algorithms in the applicability of nursing staff in clinical practice.
5 To identify individuals at risk and factors that predispose them to the risk; to maintain and improve tissue tolerance to pressure; protecting the tissues against the adverse effects of mechanical forces (pressure, friction, and shear); to reduce the incidence of these ulcers through educational programs [16] .
Lack of resources; accommodation for health professionals; the need for investments related to public health policies, aimed at training to predict, provide and maintain the availability of necessary staff and equipment to the reduction and/or elimination of these ulcers on the patient.
6 Guidance to nursing technicians; management of care; changing positions; daily physical examination of the skin; skin hydration; use of cushions; nutritional support; use of pyramidal mattress; comfort massage [17] .
Lack of human resources; work overload due to the clinical instability of patients; high absenteeism rate.
7 Risk level assessment through prediction scales; protocol preparation to prevent PU; to provide polyurethane mattress (egg box); to identify risk factors individually and to direct the preventive treatment; changing positions 2/2h; to protect bony projections, especially calcaneal region; to register changes in the skin; early treatment of the skin; daily checking of vulnerable areas; providing nutritional support; treating incontinence; document interventions and results obtained; to protect/prevent complications by external mechanical forces; to create and provide an educational program for at-risk patients in developing PU and their caregivers [18] .
Lack of institutionalization of care practices possibly due to the knowledge of professional interventions in the prevention.
8 To assess the daily risk in patients with special attention to bony prominences; to correctly position the client in bed; to keep the skin clean; to avoid force and friction; to reduce humidity, exposure to cold; to moisturize the skin, avoiding massage bony prominences; to reduce skin contact with moisture for urinary incontinence, fecal or draining wound, fistula, stoma or perspiration; to avoid shear and friction; pay attention to proper nutritional intake; to develop decubitus scaling 2/2h or according to their needs; to protect trochanteric, religious and calcaneal regions; to maintain high head 3º according to the patient's clinical condition; to avoid the use of ringshaped pads [19] .
Constant updating of the professional nurse concerning the issue, because he is who develops the patient prevention actions with the risk of developing such lesions.
9 To maintain personal hygiene; to apply moisturizer; to apply ointment in the genital area; to keep dry skin; performing comfort massage; to keep clean and stretched sheets; to use mobile table; changing diapers every physiological elimination; decubitus change every 2 hours; to inspect the skin twice a day; to use transparent dressings; to raise heels with cushions; position properly/avoid slipping; pad bony prominences; use pillow and/ or cushion for repositioning; using mattress egg crate; keeping head to 3° degrees; maintaining prescribed nutritional support [2] .
Encouraging the adoption of preventive measures other hospitals.
Source: Research data, 216. Table 3 . Definition of the preventive actions in the development f pressure ulcers. Natal/RN, 2016.
Preventive actions
Management
Care Management;
Protocol elaboration for prevention of PU;
Development of graphic clock for decubitus change signaling;
To evaluate and identify patients at risk during the first 48 hours of admission by a prediction range, the most used Braden Scale (BS), and then evaluated daily;
To identify the factors that predispose to risk individually;
Implementation of clinical protocol of prevention;
Requesting support for physiotherapy and nutrition; Documenting interventions and results obtained.
Education Orientation and training of nursing technicians;
Creating and providing an educational program for patients at risk of developing PU and their caregivers;
Establishing educational programs and including them as a preventive method.
Care
Performing decubitus changes 2/2h;
Correctly position the patient in bed;
Inspecting daily skin;
Keeping skin moisturized (avoid rubbing bony prominences in hyperemia areas with reduced sensitivity);
Maintaining hygiene of the patient and the bed;
Keeping clean, dry and taut sheets (avoid contact with the patient´s skin with plastic surfaces);
Always use mobile sheets to mobilize the patient;
Apply barrier cream on genital region and contact with acidic physiological substances;
Monitoring the nutritional status through laboratory tests;
Keeping polyurethane mattress (pyramidal/egg box);
Keeping perineum clean and dry;
Avoiding exposure to cold;
Using cushions to relieve areas of friction and raising the calcaneal region (do not use foam cushions shaped ring);
Preventive actions
Care Treating incontinence;
Maintaining body temperature between 35.5 and 37;
Keeping head elevated 30° according to the clinical condition of the patient;
Avoid gel or padded boots;
To protect the tissues against the adverse effects of mechanical forces (pressure, friction, and shear);
Changing diapers every physiological elimination;
Source: Research data
Discussion
The analysis of the articles allowed to answer the main question of the study and from this, to base the definition of preventive actions in the development of these lesions. The few studies show that nursing still needs to deepen in clinical practice to contribute to other scientific studies. The synthesis of preventive actions from the study was divided into three areas: management, education and care, shown in the Synoptic Table 3 .
The administrative tasks of nursing care are the relationship between the care and management axes that make up the work of nurses in the numerous action scenarios. The care management term has been used to elucidate mainly the activities of nurses aiming at better results in clinical practice in health services and the completion of the planning of the actions of nursing care [17, 21] .
Thus, care management actions focused on PU prevention are crucial for the whole process to prevent from happening. It is understood that the volume of activities and the pace of work are challenges that nurses professionals face mainly in the assistance units to critically ill patients. However, the implementation and use of risk prediction scales, such as the Braden scale, and the development of prevention protocols become important strategies that can facilitate guiding the nursing teamwork [18, 22, 23] . This management axis includes actions that focus on the development and implementation of tools that assist in individualized care planning geared to the needs of each guiding the prevention of such injuries to patients at risk of developing them.
There are several risk prediction scales helping the nursing professionals in focused management to detect and assess the risk that the patient has to develop PU. Studies point to the Braden Scale (BS) as the most used and most studied in Brazil. This, when used in the ICU, should be applied at the time of patient admission in the sector and repeated every 48 hours [23, 24, 25] .
About the educational activity as PU preventive methods in critically ill patients involving nursing staff and their caregivers also involves in training the applicability of scales and protocols. The performance of a periodic assessment of organizational performance in the prevention of PU and provide feedback of that same information to all the interested ones can support such educational measures [ 17, 26] . The orientation and training through educational programs related to the prevention of such injuries with the nursing professionals strengthen protocols of proposals as well as their applicability in the hospital.
It was observed the Synoptic Table 3 , as regards the care practices, recommendations of studies focusing on the PU prevention actions. The care nursing interventions of preventive character that should address aspects are highlighted such as daily observation of the skin care skin integrity, position change and correct positioning, use of moisturizing and barrier creams, use of devices for treatment incontinence, care of the hygiene of the patient and the bed, nutrition rich in vitamins and proteins, maintain proper mattress, avoid excessive cold, keep clean sheets and drawn, keep head elevated 30° degrees, changing diapers and sheets every physiological disposal and use cushions to relieve friction areas.
Conclusion
The review of scientific production contributed to show actions aimed at prevention of Pressure Ulcers in the Intensive Care Unit and the classification of these measures in management, educational and welfare.
Management activities corroborate the planning, implementation, and evaluation of preventive actions such injuries directed to critical patients, also, contributing to the development of prevention protocols and the applicability of risk prediction scales as tools that help the preventive process. About educational activities, it can be considered them crucial to the whole process, as this axis gives grants to management and the feasibility of preventive actions. And caring for patients, technical implementing measures are listed to minimize the occurrence of PU to ICU patients.
Thus, it is necessary to expand and develop studies aimed at preventing injuries that may contribute to the clinical practice of professional nursing, thus making assistance based on scientific evidence focused on patient safety.
